Background. There has been major concern about the 'over-representation' of Black and ethnic minority groups amongst people detained under the Mental Health Act (MHA). We explored the effect of patient ethnicity on detention following an MHA assessment, once confounding variables were controlled for.
Introduction
For over two decades there has been concern about the large number of people from Black and ethnic minority (BME) groups being compulsorily detained for psychiatric treatment in UK, Europe and America (Claassen et al. 2005; Compton et al. 2006; Lay et al. 2007; Singh et al. 2007; Swanson et al. 2009; Vinkers et al. 2010) . This excess has been observed for both civil (Bebbington et al. 1994; Davies et al. 1996; Singh et al. 1998; Burnett et al. 1999; Morgan et al. 2005; Lawlor et al. 2012) and forensic detentions (Dunn & Fahy, 1990; Banerjee et al. 1995; Maden et al. 1999) and has been confirmed in several reviews, which have also found inter-and intra-ethnic variations in detention rates between different BME groups and between first-episode and chronic disorders (Churchill et al. 1999; Bhui et al. 2003; Morgan et al. 2004; Singh et al. 2007) . BME patients have a higher readmission rate following an index detention (Priebe et al. 2009) , and their level of dissatisfaction with services increases with repeated admissions (Parkman et al. 1997) .
The most recent meta-analyses found that compared with White patients, Asian patients are approximately twice as likely, and Black patients nearly four times as likely to be detained. Some studies have, however, found that the higher risk of detention amongst minority patients is considerably reduced or even eliminated if sociodemographic, clinical and care pathway differences are taken into account (Bebbington et al. 1994; Cole et al. 1995; Lawlor et al. 2012) .
The reasons for high rates of detention have been extensively debated and include misdiagnosis in minority groups; services lacking cultural sensitivity; clinical differences such as higher rates of psychosis and more challenging behaviour in minority patients; greater stigma, mistrust and lesser satisfaction with services amongst minority groups; and racial stereotyping or discrimination against minority patients (for a review, see Singh et al. 2007 ). The most commonly cited explanations in the literature are 'ethnicity/ race-related', with 55% of all papers published in the UK on this topic attributing the excess detention of minority patients to discrimination, labelling and stereotyping by psychiatrists, or as a manifestation of institutional racism in psychiatry (Singh et al. 2007 ). The Sainsbury Centre for Mental Health has argued that 'Black people mistrust and often fear services, and staff are often wary of the Black community, fearing criticism and not knowing how to respond, and fearful of young Black men. The cycle is fuelled by prejudice, misunderstanding, misconceptions and sometimes racism' (The Sainsbury Centre for Mental Health, 2002) . In the run up to the Mental Health Act (MHA) 2007 amendments, similar concerns were expressed that the changes in Mental Health law in England and Wales (2007 Amendments to the 1983 Act) would have a disproportionately negative impact on BME patients (Patel & Heginbotham, 2007) .
Studies of BME detention have so far compared ethnic groups amongst cohorts of detained patients. A more appropriate denominator to determine predictors of detention is the population that is assessed under the MHA, only some of whom are detained. Detention occurs if a patient meets legal criteria for being detained: evidence of a mental illness, presence of risk, and no alternative to in-patient care. Detention is a function of assessment. Therefore differences between detained and non-detained patients should be explored within a cohort of patients who have undergone assessment under the MHA. However, there are no studies in the psychiatric literature of who gets assessed under the MHA and what factors determine detention as an outcome of such an assessment.
We explored the effect of ethnicity on the risk of detention following an MHA assessment once confounding variables were controlled for. We used data from the Department of Health-funded AMEND study. AMEND aims to explore changes that have occurred in clinical practice, service availability and user, carer and professionals' experience following the 2007 Amendments to the 1983 MHA. As a part of the study, prospective data were collected from three areas of England between 2008 and 2011.
Method
Data were collected on all MHA assessments conducted between July and October in the years 2008, 2009, 2010 and 2011 
Data sources
Details of all assessments are recorded by ASWs and AMHPs on structured MHA monitoring forms. Data collected on these forms include demographics information on age, gender and ethnicity; current MHA status of the patient; location of assessment; and outcome of the assessment. The forms also record information on previous admissions, circumstances leading to current assessment, record of interview with the patient, carers and other professionals, assessment of risk, social situation, and reasons for final decision made, including consideration of alternatives to hospitalization.
Defintions

Ethnicity
Self-assigned ethnicity is recorded in both MHA monitoring forms and hospital records. Four broad ethnic groups were created for the purpose of analysis: White (including Irish and other Europeans), Black Caribbean and Black African, Asian (including Indian, Pakistani, Bangladeshi and Sri Lankan) and Other (including Chinese and Vietnamese). Mixedrace individuals were included in the 'other' category if they were not assigned to Black, White or Asian categories in the MHA or medical records. Patients who had refused to give a self-assigned ethnicity and for whom no ethnicity was recorded were classed as missing and removed from the analysis.
Diagnosis
The 1983 MHA had four categories of mental disorders: mental illness, mental impairment, severe mental impairment and psychopathic disorder. The 2007 MHA Amendment provided a single category of mental disorder. To ensure equivalence of diagnostic categories, we confirmed psychiatric diagnosis of all cases assessed under the 2007 MHA (2009-2011 cohorts) from medical records and categorized these into the appropriate legal category under the 1983 Act, as described in Table 1 .
Risk
Data on risk were obtained from MHA monitoring forms in the following categories: self-harm, selfneglect, deterioration in mental state, harm to other people, harm to property, and harm to vulnerable others. Where data on risk were not recorded, no risk was assumed for that category, unless all six risks were missing. Where all risk data were missing, the case was excluded from analysis.
Data collection
Before starting data collection, researchers met all ASWs/AMHPs in the study sites to describe the study and request adequate recording and storing of information for study purposes. Data were prospectively collected each year for all three sites through the MHA monitoring forms from AMHPs/ASWs. Members of the research team made regular contact with clinical teams, to cross-check information provided by ASWs/AMPHs. Data from mental health monitoring forms were cross-checked with data kept by Trusts on all patients who were admitted to mental health units on a compulsory basis. To ensure reliable data collection, a consistent coding regimen was used and all assessments were cross-checked with the dataset of MHA assessments held by social services. For each site, hospital records and electronic databases were used to retrieve missing data where possible.
Data analysis
Descriptive statistics for all variables were calculated and χ 2 tests were conducted to identify sociodemographic and clinical variables that statistically differed between assessments which did and did not result in detention. To investigate differences between ethnic groups χ 2 tests were also conducted. Variables thus identified were then checked for collinearity using Pearson's correlation with each of the other factors, then once established as non-collinear, were used to model detention using logistic regression. Variables were identified as categorical where appropriate and entered or removed from the model using a stepwise method comparing the change in the likelihood ratio for each new model against the old (variable entered if p < 0.05). Missing data were excluded in a listwise manner from the model. Finally, odds ratios (ORs) and 95% confidence intervals (CIs) were computed for each individual category. All analyses were conducted using SPSS (version 20, IBM, USA). 
Results
There were 4423 MHA assessments across the four sites during the study period, 2841 (66%) of which resulted in detention. Ethnicity data were missing on 148 cases (3.3%), which were excluded from subsequent analysis. Table 2 shows the sociodemographic and clinical profile of the cohort, year of assessment and outcome (detention under the MHA) categorized by ethnicity. Univariate analyses showed that all considered variables were significantly associated with detention (p < 0.005 for all variables) and there were significant differences between ethnic groups in age, gender, diagnosis, living status, site, and outcome of assessment. There were no ethnic differences in the proportion of patients deemed to be 'at risk'. However risk was entered as a predictor variable since the presence of risk is a key criterion for being detained under the MHA. Table 3 presents results of the multiple logistic regression, showing the independent effects of each of the predictor variables on the odds of being detained. Having a serious mental illness increased the odds of detention over five-fold compared with having no confirmed psychiatric diagnosis. Those with psychopathic disorder had approximately twice the odds of being detained, whilst a diagnosis of mental impairment increased the odds of detention to 3.4 times as compared to those with no confirmed diagnosis. Patients assessed in London had nearly twice the odds of being detained as those in Birmingham or Oxford. Women were at a slightly higher odds (OR 1.3, 95% CI 1.10-1.54) of being detained. Those aged over 30 years were also more likely to be detained than those aged under 30 years. The social situation (or living status) also had a significant effect on the outcome of detention, with those in supported accommodation having 1.8 times the odds of being detained than those living with friends or family (95% CI 1.14-2.86). There was no significant effect of ethnicity on the odds of detention and hence this does not appear in the final model.
To understand which variables adjusted the effects of ethnicity, the regression model was then conducted again, with the variable in two 'blocks'. One forced the ethnicity variable to remain in the model at all times (using the ENTER method) whilst the other variables were added to the model sequentially (using the stepwise method as explained above). Ethnicity remained a significant predictor variable until the site of assessment was added to the model in step 2. Table 4 shows the number and proportion of assessments resulting in detention at each of the three sites by the ethnic group of the patient. Detention rates were highest in London, with nearly three out of every four assessments resulting in detention. Oxford and Birmingham had similar overall proportions of detention, with around three out of five assessments resulting in the patient being detained. London also detained the highest number of patients: over double the number of patients than Oxford. However, this large number of detentions is not uniformly split between ethnic groups: Birmingham detained (and assessed) the largest number of Asian patients, with London responsible for the largest number of assessments of Black patients. Table 5 illustrates that ethnicity is no longer a significant predictor of detention once assessment site effects are controlled for. Here, site remains an important predictor variable (p < 0.001), with London remaining the site with the highest odds of detention.
Discussion
This is the first ever study of a large cohort of patients from several sites prospectively assessed under the MHA over 4 years. We collected data on 4423 assessments under the MHA in three regions (Birmingham, Oxfordshire and Central and West London), of which 2841 (66%) resulted in a detention under the Act. In univariate analyses, ethnic groups differed in gender, diagnosis, age, living status, site of assessment and detention. In the logistic regression, a diagnosis of psychosis, the presence of risk, living in supported accommodation, female gender, being over the age of 30 years and London as the site of assessment independently predicted detention under the MHA. Ethnicity was not associated with the odds of detention. The high rate of detention in London suggests that where ethnicity is significantly associated with the outcome of the assessment, this is likely to be due to the distribution of ethnic groups across the three sites. For example, the single logistic regression model (Table 5 ) reveals that Asian patients have a lower point estimate of the OR when compared with White patients. However, as illustrated in Table 2 , the bulk of the Asian patients were assessed in Birmingham (61.4% of all Asian patients), with the highest proportion of White patients being assessed in London (41.0% of all White patients). This suggests that Asian patients were subject to a lower detention rate simply by being assessed in Birmingham rather than London. This effect is confirmed when only ethnicity and site of assessment are used as predictors of detention, as only site of assessment is found to be significant. Again, London is shown to have a higher OR than both other sites (Table 5) . In using this approach we found no evidence that among people who are assessed under the MHA, ethnicity is an independent predictor of detention. A diagnosis of serious mental illness and the presence of risk predict MHA detention. These are two of the three legal requirements for detaining an individual under a There is a significant association between the two variables (χ 2 = 345.666, p < 0.001). Recent studies of detention show a strong association between treating mental health trust and patient experience of coercion. People from ethnic minorities, particularly Black patients, were more likely to be in hospitals that were perceived to be more coercive (Bennewith et al. 2010) . Keown et al. (2011) found that reduction in mental illness bed provision is closely associated with an increasing rate of MHA detention. Pathways to care in London may be very different from other sites due to differences in threshold for admission, access to home treatment teams, and in-patient provision. The previously reported association between ethnicity and detention may reflect a lack of adjustment for variations in service provision and pathways, which disappear when confounders are adjusted for.
The dominant explanation for higher detention amongst BME groups has been race-based, such as discrimination, stereotyping and institutional racism within mental health (Singh & Burns, 2006; Singh et al. 2007) . A BMJ editorial in 2007 argued that only 'once the existence of institutional racism in mental health care is accepted, progress can be made to understand and tackle the causes of racial inequalities' (McKenzie & Bhui, 2007) . In a large cohort across three different sites, we were able to examine an important aspect of care where concerns about possible discrimination have been raised and did not find evidence to support these claims.
Strengths and limitations
Although we used multiple sources for data collection and cross-checked these against each other, it is possible that we missed some MHA assessments. Patient living status and diagnosis were poorly recorded, particularly in London. However, there is no reason to suspect that missing data are BME specific once adjusted for site. The study only contains information collected at MHA assessments and so only shows a snapshot of the complex pathways through services. It cannot exclude any ethnic bias that may be operating in who is assessed under the MHA or in care provided following detention. Since the study covers a limited period between 2008 and 2011, we do not know whether data prior to 2008 would have shown a relationship between ethnicity and the odds of detention under the MHA.
Conclusions
Our findings suggest that the MHA does what it should; it ensures that people with serious mental disorders who are at risk are provided the care they need within the Law. Some variation in MHA detention of BME groups is possibly due to the effect of site and service provision rather than ethnicity per se.
